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SUBSTANCE ABUSE AND FAMILY VIOLENCE 
II. IDENTIFICATION OF DRUG AND ALCOHOL USAGE IN CHILD 
MALTREATMENT CASES IN MASSACHUSETTS 


INTRODUCTION 

The Department of Social Services is the Massachusetts 
agency that receives all reports of child abuse, neglect, emo¬ 
tional maltreatment, and sexual abuse. In 1988, the agency 
received 40,343 reports on 61,506 children, 65% of which were 
screened in for investigation. In 1989, reporting increased 13% 
to 45,717 reports of the abuse and neglect of 70,713 children. 

In addition to the escalating number of abuse and neglect 
reports received by the Department in recent years, DSS, 
hospital-based, and private agency social workers have been 
reporting more severe injuries to young children and more 
families where the use of drugs and alcohol is being identified 
as a precipitating factor in family violence. This anecdotal 
evidence has been taken very seriously and it is confirmed by 
other factors: additional data on increased drug (especially 
cocaine) use in communities throughout the state, a rise in so¬ 
cial worker safety issues connected to drug use in the homes they 
must visit, and a few hospitals' increasing reports of babies 
born with "positive toxic screens" for cocaine or in heroin 
withdrawal. 

Substance abuse, and specifically alcohol abuse, has always 
been an issue in the delivery of protective services to children 
and their families. However, there has been an inordinate in¬ 
crease in the availability and use of illicit drugs, primarily 
cocaine, over the last few years. In addition, a recent study of 
child abuse investigations in Boston (Herskowitz, et al, 1989) 
clearly documented the strong association of substance abuse with 
child abuse. All of these factors together have prompted the 
Department of Social Services, working with its Professional and 
Staff Advisory Committees, to focus on policy, training, and 
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service development related to drug and alcohol abuse. Increasing 
emphasis is being placed on the ability of staff to handle sub¬ 
stance abuse issues in conjunction with child protective issues 
and other domestic violence. 

As of January 15, 1990, an interim policy and set of prac¬ 
tice guidelines will be implemented throughout the state by the 
Department. Entitled "Project Protect," the policy and procedures 
address the heightened need to keep very young children in par¬ 
ticular, visible to the community, to extend risk (to the 
children) assessment activities, both in depth and over time, and 
to pay increased attention to adult domestic violence, especially 
where substance abuse is identified as an issue in the family. 
Among the key provisions are: 


• expansion of the Department's ability to directly address 
substance abuse and domestic violence issues, both by 
social worker training and use of in-house clinical 
consultation; 

• more aggressive monitoring and referral of substance 
abusers to treatment and with other state agencies, work 
toward increased availability of treatment to DSS' 
consumers; 

• strengthening of local DSS-law enforcement relationships; 

• increased awareness of the effects of substance abuse on 
permanency planning for children in substitute care; 

• mandatory investigation and support (substantiation) of 
hospital reports of drug affected newborns, followed 

by home visits; and 

• separation of women and their young children from per¬ 
petrators of adult domestic violence, by the use of 
restraining orders, removal of mother and children to a 
battered women's shelter, or if necessary, placement of 
the children in foster care. 


Rising concerns over substance abuse have resulted in a sub¬ 
stantive increase, already underway, in training around substance 
abuse issues for social workers and foster parents. Additional 
steps already taken by the Department include: 

• formation in December, 1988 of a subcommittee of the 
Professional Advisory Committee (PAC) to examine the 
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issues of substance abuse and family violence as they per¬ 
tain to DSS and its consumers; 

• incorporation of recommendations from the Professional and 
Staff Advisory Committees into the initial draft of 
Project Protect; 

• completion of an assessment of DSS area needs for further 
training and resource development, in October, 1989; 

• substantive expansion of social worker training - both 
initial and on-going - in the areas of substance abuse and 
domestic violence; 

• completion of a study of the association of substance 
abuse with child abuse reports in Boston, issued in June, 
1989; and 

• expansion of the Boston study statewide, as reported 
below. 

THE STATEWIDE STUDY 


A sample of 200 supported investigations of child abuse and 
neglect reports, on new or previously closed cases, was selected 
from the 896 investigations of this type, completed in April, 
1989. Sixty working days following April 30, copies of the 
selected cases were requested from the DSS area offices. The 
sample of 200 cases represented 20% of all supported child abuse 
and neglect investigations from April, 1989. Supported reports on 
open cases or cases closed less than six months prior to April, 
1989 were not included in the population of reports from which 
the sample was chosen. Copies of the report, investigation, 
assessment, and service plan were requested for all cases. One 
hundred seventy-eight case records were received and analyzed 
for: 


• evidence of drug and alcohol usage by family members; 

• characteristics of the abuse or neglect; 

• medical status of the reported child(ren); 

• family composition and demographics; 

• case status (open or previously closed) when the 
report was received; and 
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• evidence of battering of the mother by her husband or 
other adult male member of the household. 

Data were collected from the report, investigation, assess¬ 
ment, and service plan. Records from previously open cases and 
ongoing service narratives were not used as data sources. The 
sample of cases was drawn at a time when social worker training 
about substance abuse was accelerating, but had not yet reached 
every case manager or supervisor to the same degree. Nor had the 
treatment system yet undergone much expansion. It is to be ex¬ 
pected that if a similar sample was drawn now, both identifica¬ 
tion of substance abuse and referrals to treatment would show a 
significant increase. 

Unlike the Boston study (ibid.), where only the report and 
investigation were used as data sources, information on substance 
abuse in this study could have been gathered over a two month as 
opposed to a ten day period. In addition, the assessments and 
service plans provided information about drug and alcohol evalua¬ 
tions and treatment plans. 

RESULTS 

Pattern of Substance Abuse . In the 178 child abuse and 
neglect cases examined, social workers identified the presence of 
illicit drug or excessive alcohol use in 105 or 59%. Substance 
abuse was most frequently identified in the investigation (of the 

child abuse or neglect report) record (72%) or the assessment 

(70%), rather than the report or service plan. In 42% of the 
cases, where drug or alcohol abuse was an issue, substance abuse 
evaluation and/or treatment were included in the service plan. 

The drug most frequently identified in the sample was 
alcohol; and those cases in which alcohol abuse was cited (42%) 
equaled those where no substance abuse was identified (41%). 
Cocaine was identified in 19% of the cases, heroin in 6%, and 

other drugs were cited in 27% of the cases. Of the 105 cases 

where substance abuse was identified, alcohol was present in 70% 
of the cases, cocaine in 31%, heroin in 10%, and other drugs in 
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46% (see Table 1). As can be seen from these percentages, multi¬ 
drug use was frequent. 

The heavier cocaine use, evident in the Boston study 
(Table 2 and Fig. 1), is similar to that reported elsewhere. In 
New York City, for example, cocaine-affected newborns have 
exceeded opiate-affected newborns since 1983 (Habel, et al., 

1988). It is not clear if cocaine is recognized less frequently 
by social workers outside of Boston or if indeed it is less 
widely used. 

Case Characteristics . Demographics - including family size, 
family composition, and race/ethnicity - for the substance 
abusing families were similar to those for the entire group. The 
demographics of the statewide sample reflected the demographics 
of the state DSS caseload, just as the Boston sample's 
demographics reflected the Boston caseload. There were no sig¬ 
nificant differences between the two samples (Boston and 
statewide) of the number of children per home or children per 
report. Maternal and paternal median ages were slightly higher 
statewide (31.2 years vs. 29.8 years and 36.5 years vs. 32.8 
years), possibly a reflection of the higher proportion of two 
parent families. The most significant difference was that, in the 
statewide sample, 45% of families had a father living in the 
home, whereas in Boston, this was 30% (Table 2). 

This difference in family composition may also underlie some 
of the differences in types of maltreatment reported. While 
neglect reports accounted for 68% of the total in Boston, they 
accounted for 56% of the total statewide (Fig. 2). Where the 
mother was a single parent and the only adult in the household, 
however, 67% of the supported maltreatment was for neglect. 

Where the mother was the substance abuser (in the statewide 
sample), the proportion of cases where the supported allegation 
was neglect rises to almost the same proportion (77%) as the 
proportion of neglect allegations in the substance-abusing 
population in Boston (80%). Furthermore, the single mother was 
more likely to be identified as a substance abuser (54%) than was 
the mother with one or more other adults in the home (32%). 
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TABLE 1. 

ASSOCIATION OF DRUG AND ALCOHOL ABUSE WITH SUPPORTED CHILD 
ABUSE AND NEGLECT INVESTIGATIONS IN MASSACHUSETTS 



DRUGS/ALCOHOL 

PRESENT 

ALL SUPPORTED 
INVESTIGATIONS 

REGION OF STATE 

westurn mass 

30% 

29% 

NORTIEAST MASS 

25% 

30% 

SOUnEAST MASS 

26% 

21% 

BOSTON 

18% 

20% 


100%(n=105) 

100%(n=178) 

% EftERGETCY RPTS 

11% 

11% 

NO. CHILDREN IN CASES 

229 

420 

AVERAGE NO. OF 

CHILDREN/FAMILY 

2.2 

2.4 

N0.(%) CHILDREN 

REPORTED 

176(77%) 

298(71%) 

% RPTD CHILD'N <1 YR OLD 

20% 

12% 

REPORTER 

Medical 

28% 

23% 

School 

20% 

25% 

Qrlninal Justice 

27% 

23% 

DSS/Ot her Mand.Rep. 

10% 

12% 

Self/family 

6% 

4% 

Other Non-Mandated 

12% 

13% 

PARENTS IN HOME 

Mother 

96(91%) 

159(89%) 

Father 

41(39%) 

80(45%) 

ETWICITY 

Black 

16% 

16% 

White 

62% 

57% 

Hispanic 

9% 

14% 

Other/unknown 

13% 

13% 

SUBSTANCE USER * 

Mother 

67% 

39% 

Father 

43% 

25% 

Other Adult in hone 

13% 

8% 

Child 

10% 

6% 

SUBSTANCE USED « 

Alcohol 

70% 

42% 

Cocaine 

31% 

19% 

Heroin 

10% 

6% 

Other/Unspecified Drug 

46% 

27% 

None indicated 

N/A 

41% 


* Percentages add to greater than 100% because of duplication. 









TABLE 2. 

ASSOCIATION OF DRUG AND ALCOHOL ABUSE 
ABUSE AND NEGLECT INVESTIGATIONS 

BOSTON 

WITH SUPPORTED CHILD 

IN MASSACHUSETTS 

STATEWIDE 

% EICRGENCY RPTS 

15% 


11% 

AVERAGE NO. OF 

CHILDREN/FAMILY 

2.5 


2.4 

% RPTD CHILD'N <1 YR OLD 

22% 


12% 

NO.(%) CHILDREN 

REPORTED 

175(65%) 


298(71%) 

REPORTER 

Medical 

41% 


23% 

School 

17% 


25% 

Criminal Justice 

6% 


23% 

DSS/Ot her Mand.Rep. 

18% 


12% 

Self/family 

9% 


4% 

Other Non-Mandated 

9% 


13% 

PARElfTS IN HOIE 

Mother 

99(92%) 


159(89%) 

Father 

32(30%) 


80(45%) 

ETWICITY 

Black 

61% 


16% 

White 

22% 


57% 

Hispanic 

10% 


14% 

Other/unknown 

7% 


13% 

SUBSTANCE USER » 

Mother 

54% 


39% 

Father 

11% 


25% 

Other Adult in home 

7% 


8% 

Child 

2% 


6% 

SUBSTANCE USED » 

Alcohol 

31% 


42% 

Cocaine 

42% 


19% 

Heroin 

6% 


6% 

Other/Unspecified Drug 

34% 


25% 

None indicated 

36% 


41% 


* Percentages add to greater than 100% because o£ duplication. 
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In both studies, cocaine use was found to be more highly 
predictive of neglect than was alcohol, the other frequently used 
substance. In spite of the smaller proportion of identified 
cocaine users in the statewide sample, it is again the drug that 
is statistically associated with neglect (Chi sq.=10.0, p=.002; 
Rel.Risk=4.6). Cocaine showed a negative association with physi¬ 
cal abuse in this sample (Chi sq.=9.3, p=.002; R.R.=0.16), pos¬ 
sibly because its use was associated primarily with the single 
parent, i.e., a single mother, household is more likely to be a 
neglecting rather than abusing family. 

The lower proportion of neglect reports statewide was accom¬ 
panied by higher rates of physical abuse and emotional maltreat¬ 
ment. Physical abuse was alleged in 33% of reports statewide (29% 
in Boston) and emotional maltreatment was alleged in 23% of 
reports statewide (16% in Boston). 

Slightly over half (55%) of the cases in the current study 
were single parent families with the mother present in 89% of the 
cases and the father (married or unmarried) of the reported child 
present 45% of the time. In 15% of these households, one or more, 
non-parent adults were present, most frequently the mother's 
mother or boyfriend, but sometimes another friend or relative. 
Family composition was similar among identified substance abuse 
cases and the total group of maltreatment cases, except for a 
slightly lower percentage of homes with fathers present (39% vs. 
45%). (See Table 1.) 

The presence of drug or alcohol abuse was not generally as¬ 
sociated with the occurrence of emergency reports, the reporting 
source, or the case status (new or previously closed). Cases in¬ 
volving cocaine use, however, were significantly more likely than 
others to be reported from medical or criminal justice sources. 

Cases Involving Newborn Infants . Three cases were hospital 
reports of newborns with congenital drug addiction (methadone or 
heroin [one case]) and/or positive toxic screens for cocaine (3). 
A fourth case was a newborn probably affected by (unspecified) 
drugs. In only one case, the same child was identified as 
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positive for more than one drug. Two cocaine-using mothers had 
definitely had little or no prenatal care. 


Adult Domestic Violence . In the current, statewide study, 
information was collected about evidence in the case records of 
violence perpetrated against the mother, in addition to the child 
maltreatment that was the subject of the original report to DSS. 
In 30% of the cases in the total sample, current or past physical 
violence against the mother was identified. Cases where adult 
domestic violence was an issue were significantly associated with 
the following: 

• identification of the father as the perpetrator of the 
child abuse or neglect (Chi sq.= 20.7. p=.0001); 

• identification of the father as a substance abuser (Chi 
sq.=15.4, p=.0015); 

• presence of alcohol abuse in the home (Chi sq.=10.9, 

p=.01)? 

• use of heroin (Chi sq.=7.2, p=.06); and 

• use of cocaine (Chi sq.=7.2, p=.06). 

The presence of battering rises only slightly (to 35%) over that 
of the entire sample in the subgroup of substance abuse cases. 

The high risk of child abuse where adult domestic violence is 
present has been demonstrated by previous research as well 
(McKibben, et al., 1989). 

Sources of the Reports . The reporter (of child abuse and 
neglect) composition is very different on a statewide basis from 
that of Boston alone, especially among mandated reporters 
(Table 2 and Fig. 3). In Boston, the major report source (41%) 
was medical providers (hospitals, physicians, therapists). School 
personnel (17%) and police (6%) were at far lower frequencies. 
Cases from Boston in the statewide sample showed a similar pat¬ 
tern. On a statewide basis, however, educational (25%), police 
(23%), and medical providers (23%) were about equal sources of 
reports. There were few differences in the two samples of other 
report sources (other mandated reporters or non-mandated 
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reporters) with one exception. For drug-related cases in the 
statewide sample, family members and other non-mandated reporters 
(usually friends or neighbors) made up 17% of the reporters, an 
insignificant change from the entire sample. Even removing the 
cases of newborns raises the proportion only to 25%. In Boston, 
however, family and other non-mandated reporters were the second 
largest group (25%) of reporters where drugs or alcohol were in¬ 
volved. If the newborn cases are removed, the non-mandated 
reporters become the largest group at 44% (Fig.3). 

Regional differences for reporting of cases involving sub¬ 
stance abuse included; a very low rate of medical sources, but a 
high rate of educational sources and non-mandated reports in 
Northeast Massachusetts; and a high rate of medical reports from 
Boston, but a very low rate of reports from police. 

Because the statewide sample did not include cases already 
open with DSS, few reports came from DSS social workers in this 
sample. The ratio of new to previously closed cases was close to 
1:1 in all regions except Boston, where only a third of the cases 
were newly reported to DSS. 

Emergency reports were somewhat lower in frequency on a 
statewide basis than in Boston alone (11% vs. 15% - Table 2); the 
proportion of emergency reports was the same in the substance- 
abusing population as in the whole sample. (See Table 1.) 

DISCUSSION AND CONCLUSIONS 

Substance Abuse and Family Violence . There are few con¬ 
clusive studies in the literature describing the effects of sub¬ 
stance abuse on violence against children, although the effects 
of alcohol on the developing fetus have been well documented for 
some time (Streissguth, 1976; Weiner and Larsson, 1987), and the 
fetal effects of cocaine and heroin are becoming well known due 
to the work of Chasnoff, Zuckerman, and others (Chasnoff, 1989; 
Chasnoff, et al, 1987; Oro and Dixon, 1987; Ryan, et al, 1987; 
Zuckerman, et al, 1988). Studies on the effects of heavy alcohol 
usage on violent behavior are conflicting and come down on both 
sides - increase and decrease - of the issue (Bard and Zacher, 
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1974; Gelles, 1987; Pagelow, 1984). One study attributes in¬ 
creased rates of child maltreatment by alcohol abusing parents as 
due not to the alcohol per se . but to demographic and 
socioeconomic factors that underlie both child maltreatment and 
alcoholism (Ringwalt, 1988). The information on the effects of 
other drugs on family violence, particularly on child abuse and 
neglect is even less well substantiated. The statewide sample in 
toto indicates a moderate degree of association between alcohol 
abuse in the family and adult domestic violence (Chi sq.= 10.9, 
p=.01), but weaker associations between domestic violence and the 
use of cocaine or heroin (p=.06). Looking at the substance abus¬ 
ing cases as a group, however, maintains the association of adult 
domestic violence with substance abuse, but eliminates the as¬ 
sociation of any specific substance with domestic violence. This 
may be because there are too few cases of cocaine and heroin, 
relative to the number with alcohol. For similar reasons, the as¬ 
sociation of violence with alcohol is more highly significant, 
statistically, than it is with other drugs when viewing the en¬ 
tire sample. The association between fathers as the perpetrators 
of child maltreatment and current or past adult domestic violence 
in the family, occurs in the entire sample (Chi sq.=20.7, 
p=.0001), as well as in the subsample of substance abusing 
families (Chi sq.=15.4, p=.001) 

This study cannot provide conclusive evidence of cause and 
effect. That is, we cannot say from the statistical data that 
using drugs or alcohol causes parents to maltreat their children. 
We saw in the Boston study that cocaine use was highly associated 
with severe neglect of young children. In the statewide sample, 
neither cocaine use nor severe neglect were as prevalent as in 
the Boston sample. Like Boston, however, the percentage of cases 
where there was an allegation of neglect rises if the non¬ 
substance abuse cases are removed from the sample. It also rises 
when: 


• the mother is a substance abuser (from 56% to 77%); 

• the mother is the only adult in the home (from 56% to 
67%); and 
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• the identified substance is cocaine (from 56% to 82%), but 
hardly at all if it is alcohol (from 56% to 61%). 

In homes where the father is present (n=80 ), the likelihood 
of a supported investigation of child neglect or physical abuse 
is the same, statistically at least, whether or not the father is 
a substance abuser. Where the father is the substance abuser (25 
cases), he is most likely to be identified as abusing alcohol (24 
of 25 cases or 96%) and much less likely to be identified as 
using cocaine (6 of 25 cases or 24%). The father's substance 
abuse is statistically associated with past and/or current adult 
domestic violence (Chi sq.=8.4, p=.08; R.R.=3.5). 

The regional pattern of reports also suggests a link between 
identification of adult domestic violence, physical abuse, and 
possibly alcohol abuse. The two regions where reports of physical 
abuse of children are highest (Western and Southeastern 
Massachusetts) are also substantially higher for identification 
of adult domestic violence, the father as perpetrator of child 
abuse, and the father as a substance abuser. Alcohol abuse is 
also very high in these two regions. Boston is at the low end for 
all these factors, as it also is for two parent households. 

The data also seem to suggest that substance abuse and child 
maltreatment may take somewhat different forms or are observed 
differently depending on the adult composition of the household. 
Drug use, especially in the single parent household, may be more 
likely to result in serious neglect of the children due to 
deprivation of both physical necessities and supervision, medical 
care, and/or education. In a two parent household, the effects 
may be more likely to be felt as physical violence, although the 
basic necessities are provided. Some effects may also be at¬ 
tributable to the substance used - alcohol is more identified 
with fathers in the home, cocaine with mothers. 

The only significant association found for other demographic 
factors was a higher rate of alcohol abuse among whites relative 
to other racial or ethnic groups. 

An estimate can be made for the numbers of newly supported 
child abuse and neglect investigations during 1989, in Mas¬ 
sachusetts, that involved issues of drug and alcohol abuse. In 
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1989, 14,838 reports of alleged child abuse and neglect, involv¬ 
ing 22,532 children were supported after investigation. Using the 
proportions from the statewide sample reported above, 59% or al¬ 
most 8,800 of these cases involved substance abuse issues. About 
two-thirds were new or re-opened cases. 

Substance Abuse and Pregnancy . The higher rate of testing 
for drugs in newborns in Boston and, therefore, the much higher 
proportion of newborns in the Boston sample (all associated with 
neglect reports) helped raise the proportion of neglect cases in 
the overall Boston sample. If the use of drugs during pregnancy 
was as high throughout the state during the study period as it 
was in Boston, and the hospitals throughout the state were test¬ 
ing newborns at the Boston frequency, twenty-seven cases of drug- 
affected newborns would have been expected in the statewide 
sample (not four). This would also have raised the proportion of 
neglect reports (and medical providers as the report source) to 
about that of the overall Boston sample. 

We cannot say that cocaine use is an inner city, minority, 
or poverty related problem. At least one investigation (Chasnoff, 
1989) supports the hypothesis that the rate of cocaine use during 
pregnancy is the same regardless of income or race. The Depart¬ 
ment should, therefore, expect an increase in reported, drug af¬ 
fected newborns as more hospitals in the state begin to test for 
(and report) the presence of drugs, especially cocaine. 

When we projected the number of drug and alcohol-affected 
newborns from the Boston sample to a yearly total for Boston, the 
estimate was 600 per year. At the same rate statewide, the number 
would have been 5400 per year for affected babies in Mas¬ 
sachusetts. Basing such a projection on this statewide sample of 
reports, however, yields a much smaller number or 250 - 500 drug 
and alcohol-affected newborns per year for Massachusetts. This is 
less than one percent of all births in the Commonwealth, or an 
order of magnitude less than the national estimate of 11% and 
fewer than are reported in Boston alone. Clearly, hospitals in 
Massachusetts, outside of Boston, are either screening very few 
newborns for drugs or alcohol, severely under-reporting drug and 
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alcohol diagnoses, or reporting, but DSS is screening out such 
reports. Although the latter reason may account for some under¬ 
counting, it is highly unlikely that the issue is screening 
criteria. In fact, the total number of reports from medical 
sources, received on newborns during Fiscal Year 1989, which in¬ 
cludes the sampling periods for both studies, was only 685. This 
was regardless of screening decision (and would have included 
some other cases as well as those that were drug-related). Rein¬ 
forcing the Department's concern about these cases, all hospital 
reports of illicit drugs or fetal alcohol syndrome in newborns 
will be automatically screened in and supported as of January 15, 
1990, under Project Protect (see Appendix A). 

The reporting statute (MGL Chap. 118, Sec.51A) only desig¬ 
nates "physiological dependence on an addictive [substance]" as 
the reportable condition applying to drugs or alcohol in the new¬ 
born. For many years, this was interpreted as mandatory reporting 
of babies born in withdrawal from heroin or other opiates or bar¬ 
biturates and possibly fetal alcohol syndrome, all of which are 
at least screenable without chemical tests. Understandably, the 
hospitals are unclear about what should be done about cocaine and 
other similar drugs, where there are no clear and consistently 
observable effects on the newborn and where a chemical test is 
necessary for a clear diagnosis. In addition, unless all newborns 
are tested and positive results always reported, the impact of 
such testing is likely to fall on poor women, minority women, and 
adolescents, in spite of the observation that the use of cocaine 
during pregnancy has been shown to be as prevalent in private as 
well as public care obstetrical cases (Chasnoff, 1989). Varia¬ 
tions in hospital-based child abuse reporting by race and class 
have been documented before (Hampton and Newberger, 1985). 

IMPLICATIONS FOR SERVICES 

Treatment Services . The 8,400 cases, estimated above, will 
potentially be in need of some kind of alcohol and/or drug 
treatment; for the one-third that are open cases, the consumer 
may be receiving, have refused, or be waiting for such services. 
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While not every DSS consumer, identified as using illicit drugs 
or abusing alcohol, is in need of or will participate in a for¬ 
malized treatment regimen, there are such clear inadequacies in 
the service system (Seek, et al, 1989), that any possible expan¬ 
sion of services would be desirable. This is particularly true of 
the so-called, non-traditional, i.e., non-medical, services. For 
example, most DSS clients are women with young children, but 
there are currently only about twenty residential drug treatment 
beds in the Boston area that have child care components 
(primarily for infants). Another six bed program will open 
shortly for Hispanic women. Six additional programs, with a total 
capacity for about 45 homeless families are planned to be open 
across the state by July 1, 1990. While this expansion will help, 
it will reach a very small percentage of families where the 
parent(s) is in need of residential treatment. 

There is a significant danger that sharply increased refer¬ 
rals to DPH substance abuse treatment programs will swamp the 
system, even though it is undergoing considerable expansion. So¬ 
cial worker training at DSS began during FY1989, and has expanded 
further during FY1990; other agencies like the Department of 
Public Welfare began their training programs somewhat later. DSS 
referrals to DPH programs showed a 13% increase in FY1989 rela¬ 
tive to FY1988. Substance abuse treatment providers are currently 
reporting additional, significant increases in referrals from 
DSS. Once Project Protect is formally implemented by DSS in 
January, 1990, those referrals are likely to increase further. 
Increased medicaid coverage for outpatient and detoxification 
services as well as the additional federal funding that should 
begin to come into the states shortly will help expand the supply 
of treatment services, but are unlikely to do so at a rate that 
can keep pace with the increased demand. 
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The Department has experienced a dramatic increase in the incidence of substance abuse 
and family violence in its caseload, A recent Department survey indicated that abuse of 
drugs or alcohol was a factor in two-thirds of the supported child abuse reports. 

In an attempt to ensure greater protection to children and families where substance abuse 
and family violence place them at risk, and to provide support and guidance to social 
workers dealing with some of the most difficult and challenging cases the Department has 
seen, the Department has d^eloped PROJECT PROTECT. This endeavor consists of 
several components whose purpose is to support social work staff in their efforts to assess 
risk to children and to determine the ability of parents to provide adequate care. PROJECT 
PROTECT is intended to be a preliminary response to a growing problem. It will be revised 
as the Department expands in its knowledge of and experience with substance abuse and 
family violence. In the months ahead further policy and procedures will be developed, as 
needed, in order that the Department can provide the greatest protection to children at risk. 

INTRODUCTION 


Substance abuse is one of the most devastating and pervasive problems of society. The 
presence of drugs or alcohol in families served by the Department is not new. However, 
during the past few years, usage has escalated and the effects of substance abuse have 
become better known. Drug abuse is no longer a problem of individuals but rather a 
problem with devastating impact on infants, children and families. Substance abuse 
undermines normal patterns of interaction. Families with chronic users have multiple 
legal, social and medical problems. Parents who are addicted to drugs have a greater 
commitment to the chemicals than to their children. Disruption or chaos in the 
household often results in the neglect, abuse or complete disregard for the needs of the 
children. Safety becomes an issue for all family members, but particularly for the 
children. It is also an issue for professional staff who must make home visits. Substance 
abuse usually results in a lifestyle characterized by a lack of social supports and by the 
presence of illegal activity. A primary concern must be to keep the children visible in 
local communities in order to monitor their safety. 

The Department has experienced a number of frightening cases over the past two years 
which indicate a clear trend: young children, infants and toddlers have been killed or 
severely injured by male friends of their mothers, some of whom had only been in the 
household a few weeks. These men share a common history of substance abuse, violent 
behavior and criminal records. The increased violence associated with cocaine and 
crack abuse presents a great risk to children. These volatile cases require an escalated 
agency response in order to protect children from harm. In addition, there is a high 
correlation between spouse abuse and child abuse. When family violence is further 
complicated by substance abuse it presents exceptionally serious risk factors warranting 
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new intervention strategies. The use of drugs is also implicated in extreme neglect of 
young children to the point where they experience physical injury. It is the belief of the 
child welfare community that substance abusing parents are impaired parents whose 
children are at serious risk of abuse, neglect or exploitation. 

It is important to balance parents’ rights with our mandate to protect children. Chapters 
119 and 18B of the Massachusetts General Laws provide the Department with the duly 
and authority to protect children when parents are unable or unwilling to do so. 
Substantial risk of harm to a child exists when a caretaker’s behavior has exposed the 
child to unsafe, unhealthy and dangerous conditions. Social workers and supervisors will 
be making decisions about risk of harm in cases where physical evidence may not be 
present. This effort is designed to assure greater protection to children through directed 
interventions. 

The Department has designed PROJECT PROTECT to assure greater protection and 
to better serve children where substance abuse and domestic violence contribute to an 
unstable family environment with high potential for harm. PROJECT PROTECT is 
directed: 

• to protect children 

• to assist substance abusing parents through directed interventions 

f to assist victims of family violence in identifying appropriate resources 
t to assist social work staff through clarification of case practice expectations 

• to develop resources to better meet the needs of children and adults in substance 
abusing situations 

• to provide information to the general public about the complex issues contributing 
to these dangerous situations 

PROJECT PROTECT will focus the Department’s energies on protecting children in 
families where substance abuse and domestic violence place them at risk. It will call 
upon the professional community to assist in responding to such complex family 
problems. The following activities will be undertaken: 

1. Implement Interim Case Practice Guidelines, effective January 1,1990, that will: 
require a closer working relationship with the criminal justice system, i.e. Jaw 
enforcement, including police and district attorneys, probation officers and the 
courts; keep children more visible in the communities by requiring medical 
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screening, use of day care, visiting nurses, in-home support services and frequent 
home contacts; support and assist victims of domestic violence, with the help of 
battered women’s services, to take steps to ensure their children’s and their own 
safety; require, as appropriate, participation in drug treatment or drug rehabilitation 
programs including regular testing or related services; consider taking court action 
when parents are unable or unwilling to ensure the health and safety of their 
children and providing placement services as needed. 

2. Redirect the resources of the Family Life Center to provide ongoing support to area 
social work staff in our urban offices where caseload demands have increased. These 
resources will also be available to all area offices, but on a less frequent basis. The 
Family Life Center will provide: nursing and pediatric services to screen for physical 
indicators of risk or harm to children; a health questionnaire to engage families by 
demonstrating concern for the physical well being of children and meeting their 
ongoing medical needs; a two week risk assessment to determine severity of risk 
through a clinical team appraisal of factors present in the household; a battered 
women’s advocate to provide services to women referred by Family Life Center 
social workers and to participate in the intake meeting to help identify cases where a 
mother may be at risk of domestic violence; a substance abuse specialist to consult 
with area office social workers on families referred to the Family Life Center; 
frequent contact with families and area office staff to provide technical assistance 
regarding service planning and service provision; the completion of a written report 
which focuses on immediate safety issues. 

3. Work jointly with other Executive Office of Human Services agencies (e.g., DPW, 
DPH, etc.) to ensure program access, particularly for mothers and their children 
together, and to track need for services versus availability. Housing, financial 
assistance, health care and treatment are frequently the issues that must be 
addressed in order to meet the needs of these families. This interdepartmental 
activity is required to eliminate barriers to services, improve coordination and 
ensure communication given the complex social, legal and medical needs of these 
families. 

4. Develop and implement staff training opportunities that include increased emphasis 
on substance abuse and domestic violence. Several mandatory training initiatives 
will be implemented during the next several months for the various levels of 
Department staff. The curriculum will include instructions on worker safety with 
special attention to encourage social workers to use law enforcement officials to 
support social workers’ efforts and to ensure their safety; more aggressive case 
management; domestic violence with an emphasis on holding the abuser 
accountable for the violence; and greater understanding about the dynamics and 
effects of addictive substances, such as cocaine, crack, heroin and alcohol on families 
and children. Future service plan training will address drug use and issues related to 
determination of permanency planning. 
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5. Design and develop a risk assessment matrix to assist supervisors and social workers 
evaluate the risk to children and to determine services to be provided based on the 
severity of these factors. This tool has been available since October 1,1989. It will be 
revised and modified based on experience resulting from the initial months of field 
implementation. 

6. Complete Part n of the Department’s survey on "Substance Abuse and Family 
Violence" during the next several months to collect data from a statewide sample of 
cases. (Part I "Identification of Drug and Alcohol Usage During Child Abuse 
Investigations in Boston" was issued in June of 1989 and verified previous concerns 
about this trend.) This sample will include information about cases where screening, 
investigation and assessment activities have been completed and a formal evaluation 
of the family has been written, including the service plan outlining goals and tasks. 
The prevalence of substance abuse or domestic violence data will be factored into 
future needs assessment and planning activities. 

7. Conduct a statewide community public education campaign, "Don’t Shut Your Eyes 
to Child Abuse-If you See It, Report It", to inform the general public about the 
importance of reporting child abuse and neglect. The public education campaign will 
include an explanation of what child abuse/neglect is, who can report, how 
individuals report, can they remain anonymous and what the Department’s role is in 
screening and investigating. The Department will continue its educational campaign 
for professional groups who are mandated reporters under MGL, Chapter 119, 
Section 51A which began in 1988. 

8. Work jointly with the criminal justice system to ensure that appropriate information 
regarding clients is provided to the Department, e.g., filing 51A reports on cases of 
domestic violence when children are at risk in the household in order that the 
Department can view the children and offer services, as appropriate. 

9. Develop with our Statewide Advisory Council (SAC), our Professional Advisory 
Committee (PAC) and a newly created statewide, multi-level Staff Advisory 
Committee (STAC) long range recommendations regarding the protection of 
children in households where substance abuse and domestic violence are present. 
Recommendations will be developed based on information acquired during the 
initial months of the project implementation. They will include specific criteria 
regarding permanency planning which may need to be established given the unique 
circumstances present in these families. The advisory groups will also be actively 
engaged in the preparation, discussion, review and ultimate promulgation of more 
permanent standards, policies, and regulations dealing with these issues based on 
our initial experiences with PROJECT PROTECT. 
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INTERIM CASE PRACTICE GUIDELINES FOR WORKING WITH 
SUBSTANCE ABUSING AND VIOLENT FAMILIES 


1. Strengthen Working Relationships With the Cri minal Justice_Syitem 

In recent years, MGL Chapter 119, Section 5 IB (4) (popularly known as "Chapter 288" 
or "the D.A. Reporting Law") has been passed to require law enforcement and social 
service professionals to work together for the protection of children. Information 
sharing among professionals is essential for successful endeavors on behalf of children 
and families. 

a. The Department social worker may make a collateral inquiry to the local police 
department if, at any time, during the investigation or ongoing service delivery, there is 
domestic violence in a household with children, when there is illegal drug activity (for 
example, drug addiction, drug trafficking) which is identified as the major factor 
contributing to risk of the children or when transient adults are in the household leading 
to an unstable environment for the children. If two or more of the above factors are 
present, the social worker must make a collateral inquiry to the local police department. 
The purpose of this inquiry is to obtain information as to whether the factors will 
contribute to risk of the children. This information will be taken into account when 
making the investigation decision and in making determinations as to whether 
placement services are indicated. 

b. Each Department Area Director will identify, in collaboration with their local police 
departments, liaisons in each police department for the purpose of exchanging 
information. 

c. The Department will continue to refer copies of the 51A reports and the 5IB 
investigations of the most serious cases of child abuse to the district attorneys. With the 
recent signing of Chapter 560, commencing February 25,1990, the Department will 
share a copy of the report provided to the District Attorney with the local police 
department in the town in which the child resides. 

2. Keep Children Visible 

A primary concern of the Department is to keep children, particularly those who are not 
yet school age, visible in the community. This will require a collaboration of 
medical/health, criminal justice and social service professionals. 
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a. Department social workers will screen in and support hospital reports of drug 
addiction, positive toxic screen for cocaine and other drugs, fetal alcohol effects and 
fetal alcohol syndrome in newborns. The social worker must make at least one 
investigation home visit and make contact with a public health nurse or other medical 
caregiver before a decision is made regarding the mother’s ability to care for a fragile 
infant. 

b. During the investigation, the social worker must view and interview all children 
taking into account age, sex and other circumstances as is stated in Department policy. 

c. During every home visit, the social worker should make every effort to see all 
children in the household. Children who are not in an out-of-home program, e.g., day 
care, school, residential placement, or camp must be seen at each home visit or 
arrangements must be made for another visit when the children are present. 
Periodically, the social worker should see and talk to the children alone. A specific plan 
for these contacts should be developed by the supervisor and the social worker. Office 
visits or other out-of-home settings may be used for this purpose. 

d. During the investigation and ongoing service delivery, medical screening 
examinations, beyond those usually required, should be completed on all children if 
there is any indication of adult violent or drug abusive behavior in the household. 

e. Service plans should include referral to services such as day care. Head Start or Early 
Intervention programs for young children or parent aide, homemaker or other in-home 
support services, as appropriate. Ongoing communication with these programs should 
be maintained to provide important information related to the safety of the children. 

f. The Department will work with hospitals and medical professionals to encourage 
referrals of newborns with high risk as a result of positive toxic screens for cocaine or 
other drugs, drug addiction, fetal alcohol syndrome or fetal alcohol effects to 
community home health services. 

3. Domestic Violencg 

Perpetrators of violence must be dealt with by the criminal justice system. Adult violent 
behavior has a damaging effect on all household members. Steps must be taken to 
ensure the safety of the victim and the children and to support and encourage the 
mother to take action to protect herself and her children. Removal of the perpetrators 
of violence is preferred, rather than placement of the victim and the children. Social 
worker safety and the victim’s safety must be a priority during intervention approaches. 
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a. The social worker, with assistance from battered women’s specialists, will inform the 
victim about resources, support of assist in the filing of 209A restraining orders 
whenever appropriate and provide information about shelters. 

b. During the investigation and ongoing services, the social worker must meet and 
interview all adults known to be living in the household to determine their role in the 
family and to identify their impact on family functioning (i.e., whether they pose any risk 
to the child or offer protection/support to the child and other family members). 

4. Drug Treatment 

Substance abusers need a range of services including detoxification, follow-up and 
outpatient treatment. Many also need halfway houses or long term residential programs. 
Local chapters of AA, CA, NA, Al-Anon and Alateen are also important services in 
effective drug treatment. 

a. As part of service planning, social workers should identify, refer and assist the client 
to the appropriate treatment resource and should include in the service plan specific 
tasks for each party to the plan regarding substance abuse treatment. 

b. Whenever a parent is believed to be a substance abuser, the service plan will include 
that the parent is expected to participate in a substance abuse evaluation which may 
include a referral for drug testing and/or drug treatment services. The purpose of this 
evaluation is to identify what services the client needs in regard to the substance abuse. 

c. As part of the service plan, the parent will be expected to sign releases of information 
authorizing the Department to receive information from drug evaluation, drug testing, 
drug treatment and other therapeutic services. 

d. If the parent refuses to participate in a substance abuse evaluation or any subsequent 
drug testing and/or drug treatment programs to which s/he is referred as a result of the 
evaluation, court action with regard to care and protection of the children must be 
considered. 

5. Court Action 

In certain cases, following consultation with legal staff, court action may be sought. 

a. The Department will work with the courts to implement ways to expedite care and 
protection cases. 
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b. If, at any time, the parent refuses or is unable to take action to protect himsel^erself 
from violent household members thereby placing children in danger, court action must 
be considered. 

c. If the parents’ substance abuse interferes with their ability to provide necessary care 
or results in an unwillingness to meet the child’s minimal needs, court action must be 
considered. 

PROJECT PROTECT is an initial step to increase the safety of children in homes 
where substance abuse and domestic violence place them at risk. However, it is very 
clear that additional resources are needed to minimize the risk to children in these 
situations. It is equally clear that society must get involved and all levels of government 
must work together. Otherwise, if substance abuse and related violence continue to 
increase at the current alarming rate, and continue to tear at traditional methods of 
child protective services, the choice between protecting the child and preserving the 
family will become increasingly harder to make. 
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